school medical inspections'l together with an article on the nutritive value of diets provided to nursing mothers while in hospital2 which had a concluding section on 'the chief deficiencies and the means for their improvement'. The second volume-in 1948, the year in which the British National Health Service was begun-included articles on bed-states in Australia, New Zealand, and Canada3 (discussing length of stay and waiting lists, including both numbers of patients and waiting times), hospitals in Sweden,4 and the medical system in the United States.5
One fundamental aspect of health services research is the evaluation of earlier relevant research, published or unpublished. Colleagues from the Cochrane Centre in Oxford will also be contributing to several numbers of this Journal in 1993, looking in particular at ways of standardising procedures for tracing and assessing previous work and for presenting the results of these reviews. We will continue our policy of commissioning reviews as well as accepting review articles that are offered to us, but we will endeavour to present structured abstracts for all these articles in which (for example) authors will explain the methods by which papers and their conclusions were included in or excluded from the overview. While acknowledging (to our publishers and printers) the long deadlines and other publishing constraints of a bi-monthly journal, I propose to reserve space for rapid responses and comments (in letter form) from readers on these review articles (and other papers) in order to promote increasing quality in our attempts at evaluation. It has proved notoriously difficult to predict future India, and much of Africa, where only 2% to 6% are aged 65 population patterns reliably. For example, US demographers years or more, a majority ofpeople in this broad age 'group' live in the 1940s so seriously underestimated improvements in in the developing world. Their numbers are set to grow mortality rates that occurred in the following decades that 1990 significantly in the next 20 years. 1 Even in the OECD countries actual figures for people aged 85+ proved to be more than twice and in those other countries where total population levels are the expected number.3 This is important as numbers of old now more stable, the proportion of the population that is aged people obviously reflect a combination of birth rates 60 to 100 65+ is still growing. In Britain, this total group now stands at years earlier and survival rates during life. We have fairly about nine million and will be fairly steady for the next 20 years reliable data on the former but the latter has proved elusive to before the country witnesses a further growth as the post war predict, while actual numbers in a given geographical area are 'baby boomers' reach retirement age. As in other developed also affected by migration patterns throughout life. The industrial countries however, the major growth in the projected figures cited above may be underestimates if foreseeable future is in the population ofvery old people. Those mortality rates among the old fall faster than expected. aged over 85 account for most of the growth among 'the Meanwhile the implications of these demographic data on HEALTH SCIENCES LIBRARY costs of health and social care may vary, depending not only on mortality and morbidity but also on the availability of informal care and the costs of paid carers at a time when the impact of divorce rates, mobility, household size, and financial pressures will affect both older populations and their potential family carers.
Optimistic commentators, led by Fries,4 have asserted that later life is becoming more about active healthy living in the period before people achieve the 'natural human life-span'. This rewarding post work period of learning, participation, grandparenthood, and leisure has been characterized as the 'third age' By contrast, others insist that this picture is too rosy: not only does the third age still involve financial struggle for many people, it is merely a stage that has been interjected before a last phase of life (or fourth age), in which ill health and frailty predominate as never before. ' Both assertions seem to be over simplifications. Clearly, the two phases take different forms and last different lengths of time in different individuals. In one household, one partner may be ill while the other is still fit, thus undermining much of the quality of life for both. Furthermore, retirement can hardly be described as a period of leisure for large numbers of women, and the transition from the world of work continues to be tough and premature for many people.
Life Nevertheless, unless we accept Fries' arguments about the compression of morbidity, demographic changes alone warrant some growth in total health and social care provision, especially of long term care in both residential and domiciliary settings.9 10 This will probably need to be divided into preventive and curative services that extend and improve the third age on the one hand and supportive and palliative care for the fourth age, most intensively in the (delayed) last year or two of life, on the other. This is despite the reality that 'the elderly' already account for significant proportions of service use (and cost) for governments and for families.
The challenge is to find means of expanding provision cost effectively while also making what is available more sensitive and appropriate than ever before. This is one of the ostensible purposes of the emphasis in the National Health Service and Community Care Act being implemented in 1993 in Britain, on assessment (and re-assessment) and on the construction of individual and flexible packages of care to fit assessed need.
Central 
